Mycotic common carotid artery aneurysm in an immunosuppressed pediatric patient: Case report  by Willemsen, Paul et al.
Mycotic common carotid artery aneurysm 
in an immunosuppressed pediatric patient: 
Case report 
Paul  WiUemsen, MD,  Domin ik  De Roover ,  MD,  Mark  Kockx,  MD,  PhD,  and 
Yves Gerard,  MD,  Antwerp, Belgium 
We report the case of  a pediatric patient, treated for acute lymphoid leukemia, who 
developed a mycotic aneurysm (angioinvasive aspergillus infection) of  the common 
carotid artery. In an emergency procedure we ligated the common carotid artery. The 
patient made a full recovery. (J Vasc Surg 1997;25:784-5.) 
Mycotic aneurysms of  the extracranial carotid ar- 
tery are rare. To our knowledge, about 30 cases o f  
mycotic carotid artery aneurysm have been reported 
in the literature since the first report o f  treatment o f  
an extracranial mycotic carotid artery aneurysm by 
ligation in 1966. ~-4 We report a new case, and as far 
as we know this is the first reported case in a pediatric 
patient. 
CASE REPORT 
A 9-year-old boy who was being treated for acute 
lymphoid leukemia was admitted to the pediatric oncology 
ward with a fever of unknown origin, leucopenia, and 
thrombopenia. He was initially treated with broad-spec- 
trum antibiotics, and because there was no immediate 
response antifungal treatment was started. Six days later he 
developed a herpes-like rash on his perineum. The next 
day, suddenly ahard swelling in the fight side of the neck 
appeared. This swelling was neither warm nor red or pulsa- 
tile. Our patient became dyspnoeic because of the increas- 
ing swelling in the neck and needed intubation. Then a 
fluctuating swelling was noted at the insertion site of the 
port-a-cath. Aspiration showed hemorrhagic fluid, and 
routine cultures howed no growth. A contrast-enhanced 
computed tomographic scan of the neck showed a large 
swelling on the fight side of the neck, and continuity with 
the common carotid artery (CCA) was suspected. As ven- 
tilation became more difficult despite intubation, we took 
our patient o the operating theatre urgently. A transverse 
neck incision was performed, and the trachea was ap- 
proached first. Then the CCA was exposed and proximal 
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control was obtained. The tight thyroid lobe was mobi- 
lized, and we found a false aneurysm breaching the thyroid 
capsule. We opened the aneurysm and a 2-cm defect in the 
anterior wall of the CCA was seen. Good backflow from 
the distal CCA was noted. It was decided to ligate the 
CCA. Microscopic examination (Fig. 1, A and B) con- 
firmed the diagnosis of angio-invasive aspergillus infection. 
After surgery there were no signs ofneurologic deficit, but 
a right-sided vocal chord paralysis was present. The port-a- 
cath was removed. A postoperative computed tomographic 
scan of the head showed multiple brain abcesses, and foci 
of fungal infection in liver and kidneys were found. Anti- 
fungal treatment was restarted immediately after surgery. 
Two months later the patient is still receiving antifungal 
treatment on an outpatient basis, and neurologically he 
made a full recovery. 
D ISCUSSION 
In the preantibiotic era, carotid artery infection 
and aneurysm were mainly caused by tuberculosis 
and syphilis. It  was also a major complication o f  
peritonsillar abcess. Jebara reviewed 27 cases o f  my- 
cotic aneurysms of  the carotid artery in 1991.1 Many 
microbial agents were involved (Staphylococcus au- 
reus, Streptococci, Escherichia Coli, Klebsiella, Pseudo- 
monas, Yersinia, Salmonella, Varicella zoster). Inva- 
sive Aspergillus infections predominantly occur in 
patients with comprised immune systems, especially 
those with prolonged and profound granulocytope- 
nia. 
Surgical treatment o f  a mycotic aneurysm is man- 
datory. There are two options for treatment: (1) 
Ligation of  the artery involved; and (2) revasculariza- 
tion with autologous material after wide debride- 
ment o f  the area involved. In our patient, who was 
immunosuppressed with generalised sepsis o f  un- 
known origin, ligation o f  the CCA was the safest 
option for treatment. 
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Fig. 1. A, Transverse section through resected right CCA and adjacent tissue. One half of 
circumference of artery and adjacent tissue demonstrates necrosis and a diffuse infiltration by 
hyphae. Hyphae penetrate and destroy arterial wall completely. An adjacent mural thrombus is 
present. LUM, Lumen of the carotid artery; NC, necrotic tissue; MH, mycotic hyphae. PAS staining. 
B, Higher magnification of region between arrows in Fig. 1, A. Hyphae have characteristics of 
Aspergillus. Destruction of arterial wall is complete and associated with a mural thrombus. 
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